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Simultaneous cardiac surgery and pulmonary resection forlung cancer has been proposed by several authors.1 Fur-thermore, lung resection continues to be used in somecases of multi-drug resistant tuberculosis2 and also to
treat complicated lesions in cases of sequelar forms of pulmonary
tuberculosis.3 Right pneumonectomy and thoracoplasty were used
in the 1950s for active tuberculosis. These operations caused
significant chest deformity and impairment of pulmonary function
tests. Three long-term survivors of such operations requiring car-
diac surgery were recently encountered. This report discusses
cardiac procedures after right pneumonectomy and thoracoplasty.
Clinical Summaries
PATIENT 1. A 65-year-old woman with severe mitral and tricuspid
insufficiency was evaluated for surgical intervention. She had
undergone a right pneumonectomy and thoracoplasty in 1952 for
active tuberculosis. Deformity of the right side of the chest was
obvious on physical examination, and pulmonary function test
results were severely abnormal (Table 1). Chest physiotherapy was
started before the operation. Through a median sternotomy, she
underwent mitral valve replacement and a tricuspid annuloplasty.
Extensive decalcification of the mitral anulus was necessary. There
were no dense intrapericardial adhesions, and a standard left atrial
approach was used. She was extubated 10 hours after the opera-
tion. Five days later, a chest tube was inserted for an iatrogenic
pneumothorax on the left side after implantation of a permanent
pacemaker. The patient fully recovered and was discharged in
excellent condition 20 days after the operation.
PATIENT 2. A 71-year-old woman with 3-vessel disease was
evaluated for surgical intervention. She had undergone a right
pneumonectomy and thoracoplasty in 1953 for active tuberculosis
(Figure 1). Deformity of the right side of the chest was obvious,
and pulmonary function test results were severely abnormal (Table
1). Chest physiotherapy was started preoperatively. She underwent
off-pump triple coronary artery bypass grafting (CABG) by using
saphenous vein grafts through a median sternotomy. She was
extubated 18 hours after the operation and was discharged in
excellent condition 6 days later.
PATIENT 3. A 73-year-old man with 3-vessel disease was eval-
uated for surgical intervention. He had a right thoracoplasty in
1952 and subsequently had a right fibrothorax. Pulmonary function
test results were severely abnormal (Table 1). Through a median
sternotomy, he underwent successful off-pump triple CABG by
using the internal thoracic artery and saphenous vein grafts. The
left lung was bulging into the right hemithorax. He was extubated
16 hours after the operation. The patient was discharged in excel-
lent condition 11 days later and was doing well 3 months after the
operation.
Comments
The combination of right pneumonectomy and thoracoplasty
causes significant chest deformity and impairment of respiratory
function tests. Surgical approach to the heart and functional lung
reserve are of concern when cardiac surgery is planned.
We used a standard median sternotomy in those patients and, to
our surprise, the exposure for mitral valve surgery and for CABG
were excellent, except for a slight deviation of the heart in the left
chest cavity. Despite severely abnormal preoperative pulmonary
function test results, those patients fully recovered after the oper-
ation. Patient 1 showed the effect of an iatrogenic pneumothorax in
prolonging functional recovery and hospital stay.
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Figure 1. Chest radiograph of patient 2 showing a right pneumo-
nectomy and thoracoplasty.
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In patient 2 the chest cavity was left intact by using only
saphenous vein grafts, whereas we also used the internal thoracic
artery in patient 3 with similar results. Danton and colleagues1 also
reported good results in using off-pump CABG combined with
pneumonectomy for cancer in 2 patients. Both patients were ex-
tubated early, and there were no reported adverse respiratory
complications.
In conclusion, use of standard median sternotomy to access the
heart, intensive respiratory therapy, and off-pump techniques,
when applicable, should ensure a successful result in approaching
patients who have undergone previous right pneumonectomy and
thoracoplasty.
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TABLE 1. Preoperative pulmonary function tests
FVC (L) FEV1 (L/s)
Patient 1 1.37 (44%) 0.86 (36%)
Patient 2 0.75 (27%) 0.60 (28%)
Patient 3 1.93 (47%) 1.29 (44%)
FVC, Forced vital capacity; FEV1, forced expiratory volume in 1 second.
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